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Q,W WRITE PLAINLY—USING TUNFADING BLACK INE—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

D AUG 13 1966

STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 42 FRIMARY REG. DIST. '&0.1000

State File No

857

Registtar's Noo s e

1. PLACE OF DEATH

2. USUAL RESIDENCE (Wbere dacossed lived.

11 iostizotion: residenee before

a. COUNTY a. STATE b, COUNTY . diniriond.
Buchanan - Missouri - Livingston
b. CITY (1 outetd limits, write RURAL and giv . LENGTH OF || e CITY . L
LY 0 ol e i v RORAL et g [ LENETH OF | . SOy o2 Jot b
TOWN st. Joseph L yrs, TOWN  Avalon Yer vy
d. FULL NAME OF (1f not in hoapital or Institution, give streot address ot loestlon) a. STREET {If earal, give loeation} q (7]
HOSPITAL OR ADDRESS 0.5
iNsTiTuTioN  State Hospital No. 2 Rural 4
3. NAME OF 8. (First) b. (Middic) c. (Lest) SONE () (Dan)  (Yew)
fTpeor Pringy ~ MERTIE E. 0SGO0D pEaTH  August T 1956
5, SEX I' 6. COLOR OR RACE | 7. wADRORIE% EIEVEQC'.E‘SRRIED | 8. DATE OF BIRTH 8. AGE!:::I’:"H If UNDER ) YEAR | o UNDER © Hes,
, (Bpecil t y) |Mooths| Days | H Min.
Female White Widowed June 14, 1878 18 l |
102. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE . : L= 2, Cl
doos during mml.ufworkln;ui...:unnif;dr:;) - DUSTRY - (City and State or Foraiga Country) ! CQUTJZEK'?F WHAT
At Home Home Michigan
13a. FATHER™S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR wiFE
. John Deitrich Emma Reid Leonard J. Osgood (Deceased)

15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yea, no.orunknown) | (1 yes, glve war or dates of sorvice} NO,
No None James Osgood Avalon, Mo,

8. CAUSE OF DEATH MEDICAL CERTIFICATION | _INTERVAL BETWEEN
. Enter only onecouse per 1. DISEASE OR CONDITION . ONSET AND DEATH
e v canate | 'DIRECTLY LEADING To DEATH"Gy ___Heat Exhaustion 3 days

] ANTECEDENT CAUSES

*This dors not mean ]
erilo scie S
the mode of dying, sueh | Aforbid conditions, if any, giving DUE TO (b) Arterio sclerosis
a8 heart faflure, asthenia, | Tise to the abooe cause (a} stating
ede. It means the dis- | the underlying cause lask.
case, Injury, or complica- DUE TO ()
tion which caused death. ] 11. OTHER SIGNIFICANT COND!TIONS
Conditions contributing to the death but not N T -
related to the diseare of condition causing death. Chronic Brain Syndrome associated
19a. DATE OF OPERA- | 190, MAIOR FINDINGS OF OPERATION  with Chr Brain Disease Senility . 20. AUTOPSY?
TION m
HESO0F | ves ] we

21a. ACCIDENT {Specity) 21b. PLACEOF INJURY (s.g..inorabout | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE boma, larm, {astory, srest, office bldg.. ew.)

HOMICIDE ) .
21d. Téh;E (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?

WHILEAT[ ] NOTWHILE :
INJURY @ | WoRK (] "\ work

22, I hereby ceﬂiy that I attended the deceased from Jan, 1 s 1956_, lo .Agg._'L, 195_6.., that 7 last saw the deceased

alive on * 6 s 155 and that death occurred al : m., from the causes and on the dale slated above.
23a. SIGNATURE Z3p, ADDRESS 23¢c. DATE SIGNED

J . | M()/(Degmaormle)q

4

e A et

faap

ws |57 54

(Licensed Embalmer'f Statément on Reverse Side)

'zfdl!‘ONBgERMI(‘;VLﬂ:L?Eﬂ':) 24b. DATE 24z. NAME OF CEMETERY CR{EREMATORY 24d. LOCATION {Olty, town, or county) _ (Btate)
Removal 8-7-56 Avalon Cemetery/ Kvalon ./ Missouri
DATE REC'D BY LOCAL | REGHIVRAR'S SIGNATURE NERAL E _ ADDRESS

Aug 10,1956™ Tina, Mo,




~—

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaln

, Student Embalmer No......ovvnue.-d

working under my personal supervision..

Student ... oot ii e ee e naaaaanan Signed é—m Z

Signsture of Student Embalmer t
Licensed Embalmey No/é??

' P. O. Addres

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faily
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

1€ this body is not embalmed, fact should be so stated above.




